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HEALTH &« WELFARE

C.L."BUTCH" OTTER, GOVERNOR DEBBY RANSOM, R.N., RH.I.T - Chief
RICHARD M. ARMSTRONG, DIRECTOR BUREAU OF FACILITY STANDARDS
3232 Eider Streel

P.0. Box 83720

Boise, Idaho 837 20-0036

PHONE: (208) 334-6626

FAX: {208) 364-1888

E-mail: fsb@idhw.state.id.us

June 26, 2009

Tom Whittemore
Communicare, Inc #2 Boone
40 West Franklin Road, Suite F
Meridian, ID 83642

RE: Communicare, Inc #2 Boone, provider #13G009
Dear Mr. Whittemore:

This is to advise you of the findings of the Medicaid/Licensure survey of Communicare, Inc #2
Boone, which was conducted on June 22, 2009.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how
you will ensure correction for all individuals potentially impacted by the deficient
practice. '

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring
will be done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.



Tom Whittemore
June 26, 2009
Page 2 of 2

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily

a provider is expected to take the steps needed to achieve compliance within 60 days of

- being notified of the deficiencies. Please keep this in mind when preparing your plan of

correction, For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 8, 2009, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your wrilten request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

httn://www_healthandwelfare.idaho,gov/site/3633/default.aspx

This request must be received by July 8, 2009. If a request for informal dispute resolution is
received after July 8, 2009, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely, -

R o
MONICA WILLIAMS NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MW/mlw

Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
13G009 8- WIS 06/22/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNICARE, INC #2 BOONE 1210 W BOONE ST
NAMPA, ID 83851
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x9)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000 | INITIAL COMMENTS W 000
The following deficiencies were cited during your
annual recertification survey.
The survey was conducted by,
Monica Williams, QMRP, Team Leader
Jim Troutfetter, QMRP
Common abbreviations used in this report are:
ADHD - Attention Deficit Hyperactivity Disorder
AQ - Assistant Qualified Mental Retardation
Professional
BMP - Behavior Management Program
IPP - Individua! Pregram Plan
LPN - Licensed Practical Nurse
LW - Lead Worker
NOS - Not Otherwise Specified
QMRP - Qualified Manta! Retardation
Professional
W 111 | 483.410(c)(1) CLIENT RECORDS w111 W11 B/22/2009
The facility must develop and maintain a Correctiva Actions:
recordkeeping system that documents the client's Individual #1: A medication reduction
health care, active treatment, social information, plan was redone by the QMRP
and protection of the client's rights. Supervisor 03/24/08 which has the
correct diagnostic information based
on a clarification meeting with the
This STANDARD is not met as evidenced by: psychiatric services provider in
Based on record review and staff interview, it was December 2008 which is documented
determined the facility failed to maintain a record on the Behavior Management/Support
keeping system that contained accurate and Plan (BMP). This document
complete information for 2 of 4 individuals apparently was not attached to the
(Individuals #1 and #4) whose records were official copy of the BMFP in the
reviewed. This resulted in insufficient information permanent record but is attached for
being maintained for individuals, Findings review. The informed consent was
include: obtained prior to this diagnostic
clarification (12/08) but did reflect
1. Individual #1's IPP, dated 4/2/09, documented diagnostic Information being used
a 36 year old male diagnosed with profound {
X5) DATE

LABORATORY DIR&CT’DZ’ ORr PROEIOER.’SUPPUER REPRESENTATIVE'S SIGNATURE . TITLE

f i i i i insti from corracting providing it is detarmined thet
ficiency statzment ending with an asterisk (*) denptes a deficiency which the institutlon may be excused i
2;;1);?:a:ferg’\:a¥ds provide sufficlent protection to the palients, {See inslructions.} Except for nursing homes, the findings steted sbove are dlSClC:fB.t:bB Bgldms
following 1he date of survey whether or not a plan of correction ie provided, For nuraing homes, the above findings and plans of correction |El{te tlsg :n 1ainuee ]
days followIng the date thess documents ere made available to the facllity. If deficlencies are citad, an epproved plan of correction ts requlsite to

program partic|pation.

_______ T Event 220011 Faciity 10: 43G008

_If continuation sheat Page 1 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQOVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: GOMPLETED
A. BUILDING
13G009 B. WING 06/22/2009
NAME OF FROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1240 W BOONE ST

COMMUNICARE, INC #2 BOONE NAMPA, ID 83651

(%4} Ip SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {(EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE RATE
DEFICIENCY)
W 111 Continued From page 1 w 111! when it was developed (10/08). The

use of Xanax for all medical
appointments will be clarified
however, we have not been
considering a hearing appointment

a. Individual #1's Psychoactive Medication specifically as a medical appointment
Reduction Plan, dated 8/27/08, documented he but rather as an assessment.

received Effexor (an entidepressant drug) and Informed consents will be reprocessed
Catapres Patch (an antihypertensive drug) for the with correct diagnostic information end
diagnoses of impulse control disorder and the medication reduction plan will be

intermittent explosive disorder. upda?ed related to Wh‘C“
appointments (medical verses

assessment) for which a pre-
medication is medically necessary.

mental retardation, autism, and mood disorder
NQS. Review of Individual #1's records showed
the following concerns:

However, Individual #1's diagnoses did not
include impulse control disorder. During an

interview on 6/18/09 from 10:45 - 11:50 a.m., the Individual #4: The physical therapy
LPN stated she was unaware of impulse control assessmant for Individual #4 has not
disorder as a diagnosis for Individual #1. occurred. This is an oversight on our

part. Upon person #4's admission he
b. Individual #1's Behavior Management Plan, presented immense maladaptive
revised 1/09, documented Individual #1 received behavioral concerns which required
Effexor and Catapres Patch for mood disorder immediate attention by our staff and
NOS. | staff from other agencies as wa

diligently strove to meet his most

However, his Psychoactive Medicatipn critical needs his PT evaluation was

Authorization and Informed Consents, dated not scheduled. It now has been
10/1/08, documented he received the drugs to scheduled. This is an unusual

» _.assist him to manage his own behavior, situation and we have policies in effect
particularly agitation related to his diagnosis of requiring initial evaluations be

ADHD." routinely completed prior to the 30

Day Staffing.

However, ADHD was not listed as a current . . i
diagnosis for Individual #1. During an interview Identifying Others Potentially Affected:
on 6/22/09 at 3:00 p.m., the QMRP Supervisor Psychiatric diagnostic |nf<,)rn‘}a.t|on was
stated the diagnoses listed on the Behavior reviewed for all individual's living at
Management Plan (autism, mood disorder NOS, this location 12/08 during a meeting

and intermittent explosive disarder) were accurate with the Sun Health psychiatric
for Individual #1. services provider, the QMRP

Supervisor, and the RN Supervisor.
' The issue with Individual #1 appears

ivi ¢ j aluation, dated
c. Individual #1's Hearing Evaluat to be related to the loss of the updated

4/1/08, documented Individual #1 required a 2

FORM CMS-2667(02-88) Previous Versians Obsolats Event |D: 220011 Fagliity ID: 13G008 if continuation sheel Page 2 of 14
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PRINTED: 086/25/2009
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

136009

{XZ) MULTIFLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING
B, WING

COMPLETED

06/22/2009

NAME OF PROVIDER OR SUPPLIER

COMMUNICARE, INC #2 BOONE

STREET ADDRESS, CITY, STATE, 2IP CODE
1210 W BOONE ST
NAMPA, D 83651

{Xa4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
TAG

PROVIDER'S PLAN OF CORRECTION

(X8)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE CON[\J!;I‘-.FETIDN

CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENCY)

W11

Continued From page 2
person festraint to accomplish testing.

However, when asked on 6/17/09 at 11:30 a.m.,
the AQ: and a direct care staff both stated they
were present during the hearing evaluation and
Individual #1 was not restrained during the
appointmeant.

d, The Psychoactive Medication Authorizatlon and
Informed Consent, dated 10/1/08, documented
Individual #1 received Xanax {an anti-anxiety
drug} to decrease anxiety during "...all medical
procedures that dea! with his head and face
area."

However, during an interview on 6/18/08 from
10:45 - 11:50 a.m., the LPN stated Xanax was
only used for dental appointments.

The facility failed to maintain a record keeping
system that contained accurate and complete
infarmation fer Individual #1.

2. Individual #4's IPP, dated 3/25/09, documented
a 17 year old male diagnosed with moderate
mantal retardation, oppositiona) defiant disorder,
and intermittent explosive disorder. He was
admitted to the facility on 2/24/09.

Individual #4's Comprehensive Functicnal
Assessment (CFA) was attached to his IPP. His
CFA stated he was starting to use communication
cards and schedules as recommended by the
speech therapist and occupational therapist.
However, no such evaluations could be found in
his record. Further, a physical therapy evaluation
gould not be found In his record.

When asked, the QMRP stated during an

w111 medication reduction plan and others

have not been affected.

System Changes: See “corrective
actions”.

Monitoring: See "corrective actions”.
In addition the Quality Assurance
review system will be scheduled on a
semi-annual rather than annual basis
and listed on the annual calendar to
insure periodic reviews oceur.

FORM CMS-2567(02-99) Pravious Verslons Obsolots Evenl 1D: 220011

Facility ID: 1335008 If continualion sheet Page 3 of 14

PAGE 4/17 * RCVD AT 7/15/2009 11:54:03 AM [Mountain Daylight Time] * SVR:DHWRIGHTFAX/0 * DNIS: 1888 * CSID:208 888 1156 * OURATION (mm-~55):07-50




JUL-15-2809 11:25A FROM: COMMUNICARE 208 888 1156 TD: 3641668 P.5-17

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/25/2009

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
136009 B NG 06/22/2009
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1210 W BOQNE ST
COMMUNICARE, INC
#2 BOONE NAMPA, ID 83651
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)}
W 111 | Continued From page 3 W 111
interview on 6/18/09 from 11;15 - 11:25 a.m., the
above noted evaluations were conducted within
the first thirty days of admission, but no formal
reports had been received.
The facility failed to ensure Individual #4's record |
contained evaluvations that reflected his current
status. : .
W 159 | 483.430(a) QUALIFIED MENTAL W 159 159 7113/2009
RETARDATION PRCFESSIONAL ;
. . Corrective Actions. We have a
Each client's active treatment program must be system In place which specifies the
integrated, coordinated and monitored by a updating and monitoring process as
qualified mental retardation professional. well as QMRP oversight of this
system, Issues noted appearto be a
) ) combination of the need for more k
This STANDARD is not met as evidenced by: inservice training for the QMRP,
Based on record review and staff interviews, it House Manager, and [nstructional
was detarmined the facility failed to ensure the Leadworker at this location and the
QMRP provided sufficient monitoring for 3 of 4 need for an increase in periodic
individuals {Individuals #1 - #3) whose Menthly monitoring. As of 07/09/09 all data
Summarles were reviewed. That failure resulted based programs developed from the
in inappropriate revisions to training programs. 04/09 annugl staffing have been
The findings include: reviewed either by the QMRP
Supervisor or Quality Assurance
1. Individual #3's IPP, dated 4/2/09, documented QI\ERP to Insure a myatch with goal
a 33 year old male diagnosed with moderate statements. One of these
mental retardation, autism, and generalized management level employees will
anxiely disorder. participate in the monthly review
; process and generation of monthly
His Monthly Summaries, dated 7/08 - 4/09, summaries for at least the next three
showed {he following inappropnatg revisions to months or until satisfied that
his training programs, Examples included, but management fevel understand and
were not limited to, the following: can properly implement established
N o updating processes.
- The Dressing program criteria was set at 88%
for 2 consecutive months, In 7/08, the prompt Identifying Others Potentially Affected:
leve| was changed to no cue. in 11/08, the Al individua's at this home have been
objective was changed to 88% and the program
. inuali t Page 4 of 14
FORN CMS-2567{02-99) Previaus Vsrslone Obsaleto Event ID: 220011 Facllty ID: 1360609 If cantinualion shaet Page < o
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FORM APPROVED
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STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
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(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETED
A, BUILDING

B. WING

{46/22/2009

NAME OF PROVIDER OR SUPPLIER

COMMUNICARE, INC #2 BOONE

STREET ADDRESS, CITY, STATE, ZIP CODE
1210 W BOONE ST

NAMPA, ID 83651

(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D FROVIDER'S PLAN OF CORRECTION (x8y

PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

W 159

Continued From page 4

slarted over, When asked, the LW stated on
B/22/09 at 12:45 p.m., he forgot to add the
percentage to the objective in 7/08. However,
Individual #3's Annual Summary Overview
showed he met and/or exceeded 88% from 5/08 -
4/08. [n sum, the program was started pver at
step one even though criteria had been met since |
5/08. !
- The Wash Hands program criteria was set at
88% for 2 consecutive months. In 9/08, (ndividual
#3 met the first month of the objective on Step 4.
In 10/08, the objective was changed to 88% and
the program started over, \Whan askad, the LW
stated on 6/22/09 at 12:45 p.m., he forgot to add
the percentage to the objective in 7/08, However,
Individual #3's Annual Summary Cverview

showed he exceeded 88% from 5/08 - 4/09. In
sum, the program was started over at step one |
even though criteria had been met since 5/08.

- The Toileting program criterla was set at 88%
faor 2 consecutive months. However, in 11/08 and
2/09 the program was revised to the next step
prior to Individual #3 meeting criteria at the
current step. When asked, the LW stated on
6/22/09 at 12:45 p.m., the program should not
have been revised in 11/08 and 2/09.

- The Maney program criteria was set at 88% for
2 consecutive months. In B/(8, Individual #3 was
at 0%. However, in 9/08 the program was ravised
to the next step prier to Individual #3 meeting
criteria at the current step. When asked, the LW
stated on 6/22/09 at 12:45 p.m., the program
should not have been revised in 8/08.

2. Individuai #1's IPP, dated 4/2/09, documented

a 36 year old male diagnosed with profound

W 159 [dentified as potentially affected.

System Changes: There will be no
changes in the current system; the
changes will be in training and
monitoring this system.

Monitoring. See "corrective actions”.

FORM CMS5-2507(02-99) Pravious Verslona Obsolets Event ID: 220011
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
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13G009 06/22/2009
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1+] PROVIDER'S PLAN OF CORRECTYION {X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED B8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEI% TO THE APPROPRIATE DATE

DEFIGIENCY)

W 159 | Continued From page 5 W 158

meantal retardation, autism, and mood disorder
NOS.

His Monthly Summaries, dated 7/08 - 4/09,
showed the following inappropriate revisions to
his training programs. Examples included, but
were not limited to, the following:

- The Dining program criteria was set at 88% for 2
consecutive months, Data for 10/08 showed 63%
and data for 11/08 showed 75%. However, the
program was revised from Step 2 to Step 3
effective 12/08.

- The Oral Care program criteria was set at 88%
for 2 consecutive months. Data for 8/08 showed
75% and data for 8/08 showed 100%. However,
the program was revised from Step 2 to Step 3
effective 10/08.

- The Shaving program critaria was sat at 88% for
2 consecutive months, Data for 12/08 showed
75% and data for 1/09 showed 100%. However,
the program was revised from Step 2 to Step 3
effective 2/09.

During an interview on 6/22/09 from 12:40 - 1,20
p.m., the LW stated the programs listed above
should not have been revised.

3. Individual #2's IPP, dated 4/2/09, decumented
a 40 year old female diagnosed with severe
mental retardation and seizure disorder.

Her Monthly Summaries, dated 7/08 - 4/09,
showed the following inappropriate revisions to
her training programs. Examples included, but
were not limited to, the following:

FORM CMS-25687(02-99) Previous Versions Obsoleta Event 1D:220D11 Facliity 12 13G008 If continuation sheet Page 6 of 14
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A. BUILDING
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W 152 | Continued From page 6 W 1569
- The Dresging program criteria was set at 75%
for 2 consecutive months. Data for 10/08 showed
0%, 11/08 data showed 83%, and data for 12/08
showed 0%. However, the program was revised
from Step 3 to Step 4 effective 1/09,
- The Wash Hand program criteria was set at
88% for 2 consecutive months. Data for 1/09
showed 62% and data for 2/09 showed 94%.
However, the program was revised from Step 1 to
Step 2 effective 3/09.
During an interview on 6/22/09 from 12:40 - 1:20
p.m., the LW stated the programs listed above
should not have been revised.
| The facility failed to ensure the QMRP ensured
Individual #1 - #3s' training programs wete
] monitored and appropriately revised. .
W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 252 w52 7/13/2600
Data relative to accomplishment of the criteria Corrective Actions; Management staff
Specified in Client indiVidual program Plan are expected to check for adequate
terms. month. Effective immediately, if there
Is not enough data collection, the
QMRP, House Manager, and/or ILW
will collect data themselves through
This STANDARD is not met as evidenced by: the end of the month until sufficient
Based on record raview and staff interviews, it data probes are documentad. In
was determined the facility failed to ensure data addition, the QMRP Supervisor will
was collected on priority objectives for 3 of 4 meet with this management team to
individuals (Individual #1 - #3) whose Monthly determine what other actions will be
Summaries were reviewed, Failure to document implemented to insure that a sufficient
data consistently had the potential to impede the number of data ceriified staff are
ability of the IDT in evaluating the effecti\feness of available to complete this activity.
programmatic techniques. The findings include:
Identifying Others Potentially Affected:
K Individual #1's IPP, dated 4/2/09, documented All individuals at this home have been
FORM CMS-2567(02-08) Previous Vorsions Obsclota Event [D: 220011 Faclity |D; 133008 If eontinuation shaet Page 7 of 14
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W 252 Continued From page 7 W 252 identified as potentially affected.
‘ a 36 year old male diagnosed with profound . . t
mental retardation, autism, and mood disorder System Changes: See "corrective
NOS. actions”.
Review of Individual #1's Monthly Summaries Monitoring: Starting 07/08 either the
showed the following programs with no data QMRP Supervisor or a Quality
being collected: Assurance QMRP will participate in
the monthly summary update process
- The Bathing program was missing data for the for the next three months or until
months 6/08 - 8/08, satisfied that issues of adequate
documentation are solved.
- The Money program was missing data for the
months 2/09 - 4/09,
When asked during an interview on 6/18/09 from
10:45 - 11:50 a.m., the QMRP stated she did not
know what happenad to the data for bathing.
When asked, the LW stated on 6/22/09 at 12:45
p.m.,, there was no data certified staff o collect
data on the money program,
2. Individual #2's IPP, dated 4/2/09, documented
a 40 year old female diagnosed with severe
mental retardation and a seizure disorder.
Review of Individual #2's Monthly Summaries
showed the following programs with no data
being collected;
- The Shower program was missing data for the
months 7/08 - 8/08, and documented there was
nct enough data for the months of 3/08 and 4/09.
- The Bathing program was missing data for the
months 6/08 - 8/08,
- The Communication, Task Clean Up, Sensory
Touch, Music Leisure, and 3 Step Instruction
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W 252 | Continued From page 8 W 252
programs all documented insufficient data probes
for the months of 2/08 and 3/06.
When asked during an interview on €/22/09 from
12:40 - 1:20 p.m,, the LW stated there was no
data certified staff to collect data.
3, Individual #3's |PP, dated 4/2/09, documented
a 33 year old male diagnosed with moderate
mental retardation, autism, and generalized
anxiety disorder.
Individuat #3's Monthly Summaries, dated 2/08
and 3/09, showed no data was collected on the
following programs: Homemaking, Money,
Janitorial, Voc/Office, and Perceptual Motor,
When asked, the LW stated on 6/22/09 at 12:45
p.m., there was no data certified staff to collect
data during the above noted months,
The facility failed to ensure data was collected as
specified in Individuals #1 - #3s' IPPs. o 8/22/2009
W 262 | 483.440(f){3){)) PROGRAM MONITORING & W 262 | W28 : 5
CHANGE [
Corrective Actions: We were viewing
The committee should review, approve, and the addition of one-to-one staff as
moniter individual programs designed to manage supportive rather than restrictive.
inappropriate behavior and other programs that, Now that this has been clarified for us
in the cpinion of the committee, involve risks to this individual's BMP has been .
client protection and rights. updated to clarify this as a restrictive
element and the consent for the BMP
will be reprocessed fer HRC review by
This STANDARD is not met as evidenced by: the QMRP.
Based on observation, record review, and staff
interviews it was determined the facility falled to Identifying Others potentiany_ Affected:
ensure restrictive intefventions were implemented { No other individual's have this type of
only with the approval of the human rights support/restriction at this {ocation.
committee for 1 of 4 individuals (Individual #4) ! ,E
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W 262 | Continued From ) -

Cont . p_age 9 . . W 262 System Changes: We will clarify for

whose behavioral interventions were reviewed, all QMRP's that one-to-one staffing is

This resulted in a lack of protection of an a restrictive element which requires

individual's rights through prior approvals on informed consent.

restrictive interventions. The findings include: i
Monitoring: Consent will be reviewed

1. Individual #4's IPP, dated 3/25/09, documented during the now scheduled semi- 7
a 17 year old male diagnosed with moderate annual Quality Assurance review ;
mental retardation, oppositional defiant disorder, process which will be designated on

and intermittent explosive disorder. He was an | ca
admitted 1o the facility on 2/24/08. nual CCl calendars.

During obsetvations conducted at the facility on
6/15/09 and 6/16/09 for a cumulative 4 hours 48
minutes, Individual #4 was noted to have
one-to-one staff. When asked, the AQ stated on
6/16/09 at 1:30 p.m., Individual #4 was placed on
one-to-one supervision from £:00 a.m. to 8:00
p.m., approximately 6 weeks after admission, due
to his aggressive behavior. !

Indlvidual #4's BMP, revised 6/09, stated
"One-to-one staffing was assigned...” There was
no other mention of increased supervision in the
BMP. Individual #4's record did not contain
approval from the facility's HRC for the BMP or
increased supervision,

When asked, the QMRP stated during an
interview on 6/18/09 from 1115 - 11:25 am.,
approval was obtained earlier that morning (on
6/18/08).

The facility falled to ensure HRC approval was
obtained for increased supervision of Individual
#4 prior to the intervention being used.

2
W 263 | 483.440(f)(3)(iil) PROGRAM MONITORING & W 263| W263 7/13/2009
CHANGE o
Corrective Actions: We were viewing
The committee should insure that these programs ‘ the addition of one-to-one staff as
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W 263 | Continued From page 10 W 263. Ssupportive rather than restrictive, %

Now that this has been clarified for us
this individual’'s BMP has been
updated to clarify this as a restrictive
element and the consent for the BMP
will be reprocessed for legal guardian
review by the QMRP.

are conducted only with the written informed
consent of the client, parents (if the clientis a
miner) or legal guardian,

This STANDARD is not met as evidenced by:
Based on observation, record review, and staff
interviews it was determined the facility failed to
ensure restrictive interventions were implemented
only with the approval of the parent/guardian for 1
of 4 individuals (Individual #4) whose behavioral
interventions were reviewed. This resulted in a
lack of protection of an individual's rights through
prior approval of a restrictive intervention. The
findings include:

ldentifying Others Potentlally Affected:
No other individual's have this type of
support/restriction at this location.

System Changes. We will clarify for
all QMRP's that ohe-to-one staffing is
a restrictive element which requires
informed consent.

Monitoring: Consent will be reviewed

1, Individual #4's IPP, dated 3/25/09, documented during the now scheduled semi-

a 17 year old male diagnosed with moderate | annual Quality Assurance review
' mental retardation, opposltional defiant disorder, process which will be designated on
| and intermittent explosive disorder. MHe was annual CCI calendars.

admitted to the facility on 2/24/09.

During observations conducted at the facility on
6/15/09 and 6/16/09 for a cumulative 4 hours 48
minutes, Individual #4 was noted to have
one-to-one staff. When asked, the AQ stated on
6/16/08 at 1:30 p.m., Individual #4 was placed on
one-to-gne supervision from 8:00 a.m, to 9:00
p.m., approxitately 6 weeks after admission, due
to his aggressive behavior.

Individual #4's BMP, revised 6/09, stated
"One-to-one staffing was assigned..." There was
no other meantion of increased supervision in the
BMP. Individual #4's record did not contain
consent from his legal guardian for the BMP or
Increased supervision,

When asked, the QMRP stated during an 1
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The use of systematic Interventions to manage
inappropriate client behavior must be
incorporated into the client's individual program
plan, in accordance with §483.440(c)(4) and (5) of
this subpart.

This STANDARD is not met as evidenced by:
Based on ohservation, record review, and staff
interviews it was determined the facility failed to
ensure technigues used to manage inappropriate
behavior were incorporated Into the program plan
for 1 of 4 individuals {Individual #4} whose
behavior interventions were reviewed. This
resulted in an intervention being used that was
neot included in an individual's program plan. The
findings include;

1, Individual #4's IPP, dated 3/25/09, documented
a 17 year old male diagnosed with moderate
mental retardation, oppositional defiant disorder,
and Intermittent explosive disorder. He was
admitted to the facility on 2/24/08.

During observations conducted at the facility on
6/15/09 and 6/16/09 for a cumulative 4 hours 48
minutes, Individual #4 was noted to have
one-to-one staff. When asked, the AQ stated on
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W 263 | Continued From page 11 W 263
interview on 6/18/02 from 11;15-11:25 a.m.,
consent was obtalned earlier that merning (on
6/18/09).
The facility failed to ensure guardian consent was
obtained for increased supervigion of Individua)
#4 prior to the intervention being used.
W 289 | 483.450(b)(4) MGMT OF INAPPROPRIATE W 289| \w2Rg .
CLIENT BEHAVIOR - 7/13/2009

Corrective Actions: We were viewing
the addition of one-to-one staff as
supportive rather than restrictive.
Now that this has been clarified for us
this individual’'s BMP has been
updated to clarify this as a restrictive
element.

Identifying Others Potentially Affected:
No other individual's have this type of
suppor/rastriction at this location,

System Changes: We will clarify for
all QMRP's that one-to-one staffing s
a restrictive element which must be
identified as such in individuals BMPs.

Monitoring: The QMRP Supervisor
will insure that one-to-one supervision
is included as a restrictive element in
all BMPs and QMRPs will review all
BMPz developad by the QMRP
Supervisor.
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W 289 | Continusd From page 12 W 289

6/16/00 at 1:30 p.m., Individual #4 was placed on
one-to-one supervision from 9:00 a.m. to 9:00
p.m., approximately 6 weeks after admission, due
to his aggressive behavior.

Individual #4's BMP, revised 6/09, stated that
"One-to-one staffing was assigned ..." There was
no other mention of increased supervision in the
BMP.

When asked, the QMRP stated during an
interview on 6/18/09 from 11:15 - 11:25 a.m.,
one-to-one supervision was not incorporated into
Individual #4's BMP as it was seen as a safely
issue.

The facility failed to ensure the use of increased
supervision was incorporated into Individual #4's

BMP, 1
W 449 | 483.470())(2)(iv) EVACUATION DRILLS W 449| W44g  B/22/2009

The facility must investigate all problems with Corrective Actions; We have a
evacuation drills and take corrective action, system for investigation of problematic

fire drills (see attached). The House

Manager and QMRP will be re-
This STANDARD is not met as evidenced by: inserviced as to this process.
Based on record review and staff interview, it was
determined the facility failed to take actions to Identifying Others Potentially Affected:
correct problems that were identified during All individuals at this location are
quarterly evacuation drills for 8 of 8 individuals potentially affected.
(Individuals #1 - #8) residing in the facility, The
findings include; System Changes: There wlll be no

changes in the current system; the
1. The facilify's Evacuation Drill Reports from 7/08 changeg will I_:e in re-inservicing and
to 6/09 were reviewed. The reports documented monitoring this system.
the following: Monitoring: The Administrator wil:j "
- i hift evacuation, dated 7/24/08, establish a “problem” evacuat_ion i
dggfggﬁg an evacuation time of 20 minutes. time for sach shift and any drill which
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W 449 | Continued From page 13 i W 449| exceeds this time will be followed up
7 with an analysis which will be
- The night shift evacuation, dated 10/13/08, submitted to him,

documented an evacuation time of 7 minutes.

- The day shift evacuation, dated 12/22/08,
doecumented an evacuation time of 8 minutes.

- The night shift evacuation, dated 4/1&/09,
documented an evacuation time of 8 minutes.

- The night shift evacuation, dated 6/3/09,
documented an evacuation timg of 8 minutes,

However, there was no documentation of
corrective action. When asked during an
interview on 6/18/09 from 10:45 - 11:50 a.m,, the
QMRP stated there was no corrective action
taken,

The facility failed to ensure corrective action was
taken for evacuations with extended periods of
time.
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MM194: 16.03.11.075.10(a) Approval of Human Rights MM194 MM194
| Committee
. Please refer to W262
Has been reviewed and approved by the facility's
human rights committee; and
This Rule is not met as evidenced by:
Refer to W262,
MM196| 18.03.11.075.10(c) Consent of Parent or MM196 MM128
Guardian
Please refer to W263
Is conducted anly with the consent of the parent
or quardian, or after notice to the resident's
representative; and
This Rule is not met as evidenced by:
Refer to W263. .
MM197| 16.03,11,075.10(d) Written Plans MMm197 MM197
is described in written plans that are kept on file Please refer to W289
in the facility; and
This Rule is not met as evidenced by:
Refer to WW288. o
MM336! 16.03.11.110.04(b) Emergency Flans MM336 MM33
Emergency plans must be thoroughly testeq and Please refer to W449
used as nacessary to assure rapid and efficient
function.
This Rule is not met as evidenced by:
Refer to W449,
MM537] 16.03.11.210.01(b) Documentary Evidence MMS37 | MMS37 \
Documentary evidence of the resic_lent's progress Please refer to W111
and of his response to his habilitation program, \
This Rule is not met as evidenced by: ‘
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MM537 | Continued From page 1 MMS3T
Refer to W111,
MM725 16.03,11.270.01(b) QMRP MM725 MM725
The QMRP Is responsible for supervising the Please refer to W158
implementation of each resident's individual plan
of care, integrating the various aspects of the
program, recording each resident's progress and
initiating periodic review of each individual plan
for necessary modifications or adjustments. This
function may be provided by 2 QMRP outside the
facility, by agreement.
This Rule is not met as evidenced by:
Refer to W158.
MMBGO| 16.03.11.270.08(N{Il} Recording Progress MMaB0 MMB
Recording each resident's progress; and Please refer to W252
This Rule is not met as evidenced by,
Refer to W252.
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